Introduction
Over thirty years infection with the human immunodeficiency virus (HIV) has spread worldwide, reaching individuals irrespective of age and sex. Although it was originally considered a disease confined to certain groups, the wide spread and diversity in the distribution patterns have determined distinct configurations in the epidemiological scenario. There is expansion among the economically most vulnerable, acceleration in the number of cases in smaller municipalities, with the spread of the epidemic among adolescents, men who claim to be heterosexual, among women, and older adults (1) (2) (3) (4) (5) (6) .
Although most cases of HIV infection are detected in the age group 15 to 49 years, the progressive increase in morbidity and mortality due to the Human Immunodeficiency Syndrome (AIDS) in the age group over 50 years has been portrayed globally and become relevant in countries with a high rate of population aging. According to the United Nations Organization for the Prevention and Control of AIDS, it is estimated that of the 40 million people living with HIV/AIDS worldwide, approximately 2.8 million are in the same age group greater as this populational segment (7) .
In the United States, between 2001 and 2005, the estimated number of cases of AIDS by age at diagnosis increased by approximately 40% in people 50 years of age or over, and currently approximately 29% of the people living with AIDS, are in this age group (8) . In Canada 12.4% of all the cases of AIDS reported occurred in people 50 years of age or over.
The proportion of positive HIV tests among those 50 years of age or over increased from 10.6% in 1999 to 15.3% in 2008 (9) . The prevalence of HIV in South Africa in the 50-54 years age group was 10.8%, 4.5% among the 55-59 years age group, and 3.9% among those 60 years of age and over (7) .
In Brazil 76,618 cases of AIDS in people 50 years of age or over were reported in the Notifiable Disease
Information System (Sinan) and declared in the Mortality System (SIM) during the period from 1980 to 2012, with 49,135 cases occurring in males and 27,483 in females.
Over the period 1998 to 2012, in both sexes 50 years of age and over, the incidence rate increased by 60%.
Among the women 50 to 59 years of age, there was a higher incidence of 9.5 to 18.4 cases per 100 thousand inhabitants (10) .
In the Northeastern region, 7,423 cases of AIDS in people 50 years of age or over were reported in the Notifiable Disease Information System (Sinan) and declared in the Mortality System (SIM) during the period from 1980 to 2012, with 5,183cases occurring in males and 2,240in females. The incidence rate among males rose from 2.2 to 4.4 cases per 100 thousand inhabitants between 1998 and 2010 and among women from 0.6 to 1.5 cases per 100 thousand over the same period (10) .
The observed trend shows a gradual progression of the incidence of the disease among older adults, with expansion evident in the females. Numerous studies conducted in Brazil (2, 6, (11) (12) (13) have identified changes in the epidemic pattern of the disease, however, they emphasize the analysis of nationally consolidated information. However, there is a consensus that studies with greater disaggregation allow, "specific contexts to be comprehended, which consequently subsidizes local policies, reinforcing the responsibility of the municipalities in the organization of the health promotion and care network" (6) . (14) . In other continents the proportion of infected women is increasing. In the Caribbean this exceeds 51% of the adults; in the Bahamas 59%, in Trinidad and Tobago 56%, in the Ukraine 46%, and in Asia 30%, reaching 46% in Cambodia and 39% in Thailand (15) .
Studies indicate that the increase in cases among
women is due to historical-cultural determinants and uneven valorization that is expressed in different ways, including domestic, sexual, moral, and patrimonial violence; the sexual division of labor; ethnic and racial inequality, poverty, stigma, and human rights violations;
and the impossibility for women to independently negotiate their pleasure and the way they wish to express and experience their sexuality (16) (17) (18) . The existence of an asymmetry of power in the relationships between men and women, combined with inequalities in gender relationships in the social and economic spheres (less access to education and jobs for women, low wages and double shifts) end up determining a situation of extreme vulnerability for women to the AIDS epidemic (4) .
In the category race/color, the most affected by the disease were mixed race individuals, predominant in all the years of the study. A different result would not be expected, since, specifically in the state of Paraíba, over 50% of the population is of mixed ethnicity.
The number of questions unanswered in this variable among black people (approximately 11% to 13%) (11) .
The displacement of the epidemic to the mixed race population could indicate that the increase in this group was associated with impoverishment of the disease and difficulty in access to the healthcare services (19) (20) .
With regard to education, this being the variable considered to have the greater explanatory power for the social differences (12) (13) , it was found that the proportion of cases with no formal education and with up to 3 years of study corresponded to 48.8%. A higher level of education was verified among the men, with them better represented in the "high school" or "higher education" categories. In a study carried out in Santa Nogueira JA, Silva AO, Sá LR, Almeida SA, Monroe AA, Villa TCS.
2 nd school grades (21) . In the state of Espírito SantoBrazil, the education level varied depending on age,
with an educational level of 4 to 7 years of schooling prevalent among the younger individuals, and a higher frequency of illiteracy among the older people (20) .
In contrast, a study conducted in the national territory that evaluated a historical series from 2000 to 2005 found that the proportion of patients with no formal education remained more or less stable over the period (11) . However, the percentage of cases of individuals with elementary education halved over the same period (from 39.4% to 18.6%), and there was a substantial increase in cases occurring in people with high school or higher education (54.8% to 76.4%) (11) . (14) .
Regarding the incidence, a higher growth trend was observed in the population 50 years of age and over, when compared to the general population over the same period. This observation combines multiple determinants, which could be explained by sociocultural aspects (gender and generational asymmetry, disadvantage in the economic sphere, insufficient information about the disease, low perception of risk, and unprotected sex) (22) , and the barriers imposed by the healthcare services (invisibility of this age group as potentially vulnerable, and inability of the team to suspect and diagnose the disease).
The socially naturalized concept of desexualization in the older ages, as a phase marked by inactivity and lack of sexual desire, ensures that this group is practically forgotten and left out of the policies and preventive priorities. The practical results of such a concept affect the misperception of their condition of invulnerability, the low demand for HIV testing, and possibly the underestimation of cases of AIDS in this age group (23) .
The growth of the epidemic among older adults is also portrayed by its potential for dissemination. In the first four years investigated, it was observed that cases remained confined to the higher population density cities. In these locations, the RR showed variations between 3 and 4 times higher than the overall risk of 
Conclusion
The at this stage of life and consider the specificities inherent to it. Aspects of the sexuality, the gender, self-care, the use of condoms, and encouraging rapid testing should be incorporated into the practice of the healthcare professionals and addressed in the spaces of coexistence, home visits, and medical and nursing consultations.
